A prospective two year study of consecutive admissions (n=984) to a psychiatry ward revealed that the incidence of temporary urinary incontinence in psychiatric patients without delirium or dementia was 1.63% (nml6). When compared with controls (n<*64) the incontinent patients were more often psychotic, gave a history of childhood enuresis and a past historyqj'temporaryincontinenceduring psychosis. Compared with psychotic controls(n m 26), . incontinent patients (n-16) had been exposed to a greater variety of treatments and were hospitalized for longer periods*
INTRODUCTION •
Temporary urinary incontinence is a common finding in patients with delirium or dementia. However, it is not uncommon in other acutely psychotic patients even in the absence of delirium or dementia. The occurrence of temporary urinary incontinence in acute psychosis without delirium or dementia is usually explained in terms of disinhibited behavior, negativism, stupor, psychotic disorientation, aggression or psycbodynamic regression. Advances in biological psychiatry have highlighted the importance of central neurotransmitter dysfunction (Ambrosini, 1964) , medication (Van Patten et al, 1973; Nurnberg & Ambrosini, 1979) and medical history (Berries, 1966 ). There has been, to the best of our knowledge, only one prospective study of this phenomenon (Berries, 1966) and no study has been carried out in India. This prompted us to undertakes prospective study of temporary urinary incontinence in acute psychotic patients without delirium or dementia.
MATERIAL AND METHODS
This prospective study was carried out in a 40 bed psychiatric center of a large base hospital from 01 March 1990 to 29 Feb 1992. There were 964 admissions to the psychiatry ward during the period of study. Patients meeting the following inclusion criteria were selected for the incontinent group: 1. At least three episodes (diurnal or nocturnal) of urinary incontinence defined as "invohtfttary loss of urine constituting a social or hygienic problem" (Issacs A Walkey, 1964 If more than four patients met the above criteria, the four control patients were selected randomly. A specially designed proforma to elicit general demographic information, medical history, psychiatric history, physical and psychiatric exami nation, treatment and outcome was completed for all the incontinent patients and controls. Diagnosis was made as per ICD-9. All patients underwent the following investigations: routine nanogram, urinalysis, liver function tests, blood urea, blood sugar (fasting and post-prandial), serological test for syphilis, skull radiograph and fundoscopy (only in psychotic patients).
RESULTS
Out of 964 patients in our study, 16 (1.63%) patients exhibited a temporary urinary incontinence as per the inclusion criteria. All these patients were suffering from psychosis. The control group consisted of 64 patients, 26 of whom had psychotic disorders. The mean age of the incontinent patients was 31.4 years (range 21-48) and the mean age of controls was 34.0 years (range 22-50); the difference in age was not statistically significant. There was also no difference between the incontinent and the control groups in the prevalence of medical illnesses like hypertension (0 vs 1), alcoholic hepatitis (1 vs 2), bronchitis (1 vs 0) radiculopathy (1 vs 0) and orthostatic hypotension (3 vs 4). However, the incontinent group included a significantly higher proportion of patients with a history childhood enuresis (5 vs 4; p<0.05), previous history of adult incontinence (3 vs 0; p<0.05) and a higher proportion suffering from psychotic disorders (16 vs 26; p<0.01).
The 64 control patients consisted of 26 with psychoses and 38 patients with neuroses and other disorders. Comparison of this psychotic subgroup with the incontinent sample revealed no difference in the distribution of diagnosis (Table 1) , number of past episodes of psychosis or family history of psychotic disorders, nature of symptomatology, type of treatment received (Table 2) or the dose of drugs or ECT (Table 3) . However, incontinent patients had significantly longer duration of hospitalization (Table 2 ) and had received a significantly greater variety of treatments (Table 3 ). There was a trend for the incontinent group to receive larger doses of drugs and ECT but the differences were not statistically significant (Table  3) . None of the patients had urinary tract infection, and there was no evidence of organic etiology, delirium or dementia in any of the cases.
All the control patients recovered from their psychiatric disorder. Fifteen of the sixteen incontinent patients had recovered from both their psychoses and urinary incontinence at the time of discharge from hospital. The remaining one patient with incontinence had also recovered, but during the sixth week of hospitalization developed chicken pox and subsequentl y died of varicella pneumonia.
DISCUSSION
Urinary incontinence in adults usually implies organicity. In fact, standard Neurology text books (Adams & Victor, 1985; Walton, 1985) do not even mention psychosis among the causes of urinary i ncontinence. However the findings of the present study, in agreement with Berrios (1986) , clearly indicate that episodes of urinary incontinence are not rare findings in acutely psychotic patients, even in the absence of delirium of dementia.
Another important finding isthat psychotic patients are significantly more likely to develop temporary urinary incontinence as compared to nonpsychotic patients. The type of psychotic disorder does not seem to be an important factor. However, the significantly longer period of hospitalization and the significantly higher total treatment score clearly indicate that it is the severity of psychosis which is responsible for the temporary disorder of micturition. This is further confirmed by the absence of an organic cause and the fact mat the incontinence disappeared with recovery from psychosis.
The aetiology of temporary urinary incontinence during acute psychosis remains unknown. Developmental delays in the acquisition of control of micturition due to genetic influences have been mentioned as a major vulnerability factor (Berrios, 1986) . In agreement with this, we have also found that incontinent patients gave a significantly higher incidence of childhood enuresis. )
Few workers have highlighted the role of neuroleptics (Von Patten et al, 1973; Nurnberg & Ambrosini, 1979; Ananth et al, 1971) , suggesting that the central control of micturition depends upon a noradrenergic-dopaminergic balance, with dopamine agonists increasing control, and antagonists increasing the likelihood of incontinence in predisposed individuals. An association between thioridazine and increased incidence of urinary incontinence in psychiatric patients has been observed (Ananth et al, 1971; Berrios, 1986) . Why thioridazine should have a more marked effect than other neuroleptics is unclear (Berrios, 1986) . As none of our patients received thioridazine, this could not be confirmed. Orthostatic hypotension has also been mentioned as a concomitant symptom of urinary incontinence, but our study in agreement with Berrios (1986) , showed no difference in this regard between the incontinent and control groups.
In conclusion we can state that the temporary urinary incontinence in acute psychosis without delirium or dementia is due to the severity of the psychotic disorder in an individual genetically predisposed to enuresis. The symptom does not necessarily imply organicity and has a good prognosis. The effect of drugs i n the causation of this disorder require further evaluation.
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